THE case is of interest owing to the diagnosis of malignancy having been made, and the resulting cure by subsequent operation.
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THE case is of interest owing to the diagnosis of malignancy having been made, and the resulting cure by subsequent operation.
The patient, aged 71, had noticed a gradual swelling of the abdomen, with discomfort owing to a dragging sensation but no pain. The s' elling became so large she could not stoop or put on her shoes, and she suffered from breathlessness on exertion, and had to stay in bed at intervals.
In 1935 her doctor performed paracentesis and drew off 2-large pa,ilfuls of green frothy fluid. Four months later 1 pailfuls of fluid were removed by paracentesis. Six months later she was admitted as a case of malignant disease of the abdomen with marked ascites to the Bermondsey Medical Mission Hospital. Her general condition was poor. Paracentesis was performed and repeated six months later, ten pints of fluid having been removed. On examination a large solid swelling was felt in the abdomen which was diagnosed as a malignant ovarian tumour.
Six months later the patient was readmitted to the hospital by ambulance-June 1938 suffering from severe abdominal pain with cedema of the lower limbs. I found her condition to be very poor with some emaciation and marked dyspncoa. The abdomen was tapped and five pints of greenish-brown fluid were drawn off. In July I examined her under anaesthesia and diagnosed a solid ovarian tumour but it was felt that operation was undesirable owing to the fixation of the tumour and her general condition. The abdomen was tapped again and eight pints of fluid were removed. The patient's condition showed some slight improvement, but the fluid began again to collect.
In November 1938 she was again admitted to hospital for paracentesis but her condition showed a decided improvement, although she suffered great discomfort from the enormous size of her abdomen. She was unable to lie on her back owing to the weight of the fluid; eleven pints were removed and the abdomen was found to be filled by irregular tumours, solid in portions and cystic in other areas. The girth of the abdomen was 56 in. As her general condition had improved so much I began to doubt my diagnosis of malignancy, and suggested an operation.
In November I opened the abdomen with Miss Beatrice Turner assisting and Dr. Ealand giving the anaesthetic. There was a large multilocular ovarian cyst densely adherent to the anterior abdonminal wall. It was found after separation to have its origin in the left ovary. A similar condition w, as found on the right side but rather smaller. Both tumours were removed after separation of dense adhesions.
There was very marked distension of the stomach. About thirty pints of fluid were removed from the cysts but no free fluid was found in the abdominal cavity, and no evidence of malignancy was found at the operation. The fluid contained a considerable quantity of cholesterol and the pathological examination of the tumours reported the presence of granulosa cells with fibrous tissue and no evidence of malignancy.
OCT.-OBSTET. 1
Recoverv was uneventful and she has been seen at regular intervals in the Out-Patient Department.
One may miss a diagnosis of malignancy before operation but I have not come across such a condition where the patient was kept under observation and treatment for years under the impression that the condition was too advancled for surgical interference. It is obvious that the fluid was drawn off from the adherent tumour and that secretion took place rapidly.
Utero-Abdominal Fistula in a Young Woman
By T. F. TODD, M.S.
Mrs. E. M., aged 27, was admitted as a case of acute abdomen to Crumpsall Hospital on October 11, 1937. She had been married four years witthout any pregnancies; there had been no gynaeecological symptoms. The diagnosis of acute appendicitis was made and a laparotomy was carried out through a right paramedian incision. When the abdomen was opened a bilateral pyosalpinx was found, bilateral salpingectomy and appendicectomy were carried out and a drainage tube was left to the bottom of the pouch of Douglas for forty-eight hours. Convalescence was uneventful and she was discharged with the wound completelv healed on November 6. I saw the patient first on September 16, 1938, at Mr. Cow's request. Her story was that since leaving hospital the lower end of the abdominal wound had broken down and had been continually discharging matter for the past five months. Duiring her periods blood had also come from the sinus. She had no other symptoms.
On examination there was a small sinus to be seen at the lower end of the paramedian incision with a little thinnish diffuse discharge but no noticeable induration. She was readmitted to Crumpsall Hospital for examination during a period on October 4, 1938, and there was obvious and profuse menstruation occurring from the lower end of the wound.
On October 8, 1938, the period had ceased and under scopolamine narcosis lipiodol was injected into the uterus and was immediately projected through the sinus at the lower end of the abdominal wound. This confirmed the diagnosis of utero-abdominal fistula. A general anaesthetic was administered and the abdomen was opened through a mid-line sub-umbilical incision. The omentum was attached to the bladder and had to be divided first and then it was seen that there was a thick tubular communication running from the right side of the fundus uteri to the lower end of the original incision. This fistula track was excised in toto and the uterine end was oversewn. There was a small hydrosalpinx of the uterine stump of the remaining left tube. A double loop of small intestine was attached to the uterine fundus for about 1I in., and the adherence was too close to warrant liberating-as a later obstruction seemed inevitable a side-to-side anastomosis was done some 8 in. above the kink. Her convalescence was uneventful, her wound healing by primary intention and she was discharged on October 25, 1938. On January 13, 1939, the patient was re-examined the abdominal wound had completely healed and there was no suggestion of further hoemorrhage although menstruation had occurred normally since her operation.
Comment.-The bulk of the literature dealing with utero-abdominal fistula is concerned. with those following Caesarean section, either classical operation or Porro's Caesarean section, and I could find no report comparable to the one I present.
A case reported by Drips (1928$) had utero-abdominal fistula which developed following amputation of the cervix causing a complete stenosis and a haematometra. Three years following the amputation of the cervix a laparotomy had been done, a
